Introduction: Group visits for advance care planning (ACP) may help patients document preferences for decision makers and future care. We assessed the impact of a primary care-based ACP group visit (ACP-GV) intervention on older adults' ACP documentation and why patients participated.
ing treatment they want near the end of life, but only 27% reported discussing end-of-life care with a physician. 2, 3 Furthermore, within these surveys, it is unknown whether respondents' ACP preferences or discussions were documented in medical records. ACP conversations are associated with improved outcomes including satisfaction, quality of life, and receipt of medical care aligned with patient wishes. 4 -7 However, patients and clinicians face barriers to implementing these conversations into routine primary care. 8 -12 Barriers for physicians include lack of time and training; barriers for older adults include lack of understanding and wanting to include loved ones who are unavailable or uninterested. 3, 13 ACP interventions, such as patient decision aids (eg, websites, videos, card games) 14 -16 and care models (eg, trained facilitators), 17 have been tested, 18 but the use of these strategies in routine medical care remains limited. 19, 20 Group visits may be an effective primary care initiative both to engage patients in ACP discussions and to expand health care providers' capacity to facilitate education, counseling, and documentation. Group visits are a format for health care delivery that brings groups of patients together for medical care, education, and patient engagement. 21, 22 They demonstrate improved disease management among patients with diabetes, hypertension, or multiple chronic conditions and have been integrated into several ambulatory settings. [23] [24] [25] Key strengths of group visits include high-quality education and supportive discussions, patient and provider satisfaction, and improved patient self-efficacy. 26 -28 Although ACP counseling has traditionally occurred in 1-on-1 patient-provider interactions, support from peers in the group visit setting creates a group dynamic that may promote patient engagement in ACP by improving knowledge, supporting values-based discussions, and promoting decision making about future medical care. In the United States and Canada, support for group visits in primary care is increasing 29, 30 and may represent a practical opportunity to implement ACP discussions.
We developed an innovative ACP group visit intervention. 31 One goal of the intervention is to improve ACP documentation for older adults in primary care settings. We previously reported that older adults who participated in the intervention were willing to share personal values and challenges related to ACP, initiated discussions about a range of relevant topics, and reported a higher rate of engaging in detailed conversations about ACP. 31 This study focuses on whether participation in an ACP group visit intervention for older adults increases documentation filed within the health care system of either surrogate decision maker(s) or goals for medical care in an ACP document compared with before the intervention. To enhance understanding of feasibility, acceptability, and reproducibility, we also sought to describe reasons why patients chose to participate in this innovative ACP group visit intervention.
Methods

Context
The ACP group visit intervention was conducted as a clinical demonstration project in 3 primary care clinics at University of Colorado Hospital, Aurora (UCHA), using a pre-/post-intervention evaluation design. This health care system has group visits for patients with diabetes, interest in weight loss, or nonepileptic seizures, though none of these group visits address ACP. The ACP group visit intervention was integrated into the existing workflows of each primary care clinic between November 2013 and June 2015. 32 The project was developed with input from clinical leadership, staff, and patient stakeholders and was approved by the Colorado Multiple Institutional Review Board as a quality improvement initiative. This report follows the Standards for Quality Improvement Reporting Excellence 2.0 guidelines. 33 All patients signed a clinical consent form acknowledging voluntary participation, including audio-recording of group visits.
Intervention
The ACP group visit structure with a description of the facilitators' guide and implementation strategy has been published. 31 Briefly, the intervention schedules up to 10 patients (age Ն65 years) to participate in 2 group visits, each 2 hours long, 1 month apart, facilitated by a physician and social worker pair who used a facilitators' guide to conduct a semistructured group interaction. Both facilitators had some preliminary experience facilitating group visits for older adults and iteratively refined the facilitators' guide based on intervention session debriefings. The intervention combines principles from existing group visit models, 23 collaborative learning theory, 34 and ACP behavior change models. 8, 9 Collaborative learning theory emphasizes that (1) learning is a social experience, (2) learners have diverse experiences and learning styles, and (3) learning includes individual experiences alongside factual knowledge (ie, medical expertise). The first session focused on sharing personal stories related to ACP experiences, consideration of personal values, and the role of surrogate decision makers. The second session focused on identifying and communicating personalized steps related to ACP (eg, talking with a trusted person, choosing surrogate decision makers, and documenting preferences in advance directives). Multiple teaching methods and ACP resources, such as the Conversation Starter Kit 35 and PREPARE, 14 an evidenced-based patient resource available online, were used to meet patients' diverse learning styles. Medical assistants and schedulers were present to provide support, consistent with group visit models. 32 Because ACP is a process that includes choosing surrogate decision makers and documenting preferences in advance directives, the ACP group visit intervention provided specific support for these activities. Patients were encouraged to bring copies of preexisting or new advance directive documents or out-of-hospital orders to be scanned into the electronic medical record (EMR), because having documents available within the health care system is increasingly recognized as an important part of ACP. 18 Patients could verbally choose a medical proxy decision maker if they were not yet ready to complete a written medical durable power of attorney (MDPOA) form. Individuals who verbally selected a medical proxy decision maker were encouraged to complete a legal MDPOA form, which was available during the sessions. Details on clinical documentation and billing for the ACP group visit intervention have been published.
31
Patients and Recruitment
Patients could participate if they were aged Ն65 years and received primary care at 1 of 3 primary care clinics at the UCHA. Patients were recruited to participate in the intervention using multiple methods as part of clinical care. Referral sources included primary care clinicians, invitation letters sent to patients with the permission of the patient's primary care provider, self-referral via clinic-based flyers, or referral by family or a friend. We encouraged clinicians to refer patients they felt would benefit from and be able to participate in a group setting, that is, patients who did not have significant cognitive, hearing, or mental health impairments. We did not screen for nor exclude patients based on any of these potential impairments. ACP is a process with multiple steps. Because changes in health status or preferences can prompt updates or revisions to documents, patients who had previously engaged in ACP were not excluded. Clinicians were not asked to prioritize patients with poor health status, difficulty with ACP, or known endof-life needs. Interested patients received a letter on behalf of their primary care clinician that briefly described the intervention as well as a follow-up telephone call from the program coordinator to describe the program and schedule the 2 sessions. If the patient's medical record listed a spouse or partner, we asked the patient whether the spouse or partner also received primary care from any UCHA primary care clinic, which enabled communication with their primary care clinician via the EMR. If both were patients at UCHA, they were invited to participate together in the ACP group visit intervention. For patients who declined to be scheduled after the telephone outreach call, they were asked to provide a reason for declining. Reasons were coded as "not interested," "moving out of area," "illness/not feeling well," "transportation issue," "already completed advance directive," "already had a conversation," "other," and no reason given.
Evaluation Measures
Patient age, sex, and insurance type were abstracted from the EMR at the time of referral. Patients provided demographic characteristics, stated whether they had been a caregiver in the past 12 months, and responded to the PROMIS global health self-reported item: "In general, would you say your health is: excellent, very good, good, fair, poor." 36, 37 Referral source was recorded during the scheduling process.
ACP Documentation
To assess the impact of this clinical demonstration project, we conducted before-and-after assessments of the ACP group visit intervention. Charts were reviewed for documentation of surrogate decision makers or ACP documents at baseline and 3 and 12 months. EMR documentation of decision makers included (1) written selection of a MDPOA in a legal document or 2) verbal selection of a medical proxy decision maker, which is documented in a specific ACP section of the EMR. For inclusion in the results as having ACP forms, the patients had to have at least 1 document present in the EMR. These documents could include MDPOA forms, living wills, Colorado Medical Orders for Scope of Treatment forms, or cardiopulmonary resuscitation directives.
Analysis
We conducted a mixed-methods analysis. First, descriptive statistics were collected to describe patient characteristics. The Student t test was used to compare age, sex, and insurance type for participants and nonparticipants. The McNemar test was used for before-and-after intervention comparisons of surrogate decision maker documentation or ACP documents between baseline and the 3-month follow-up and between baseline and the 12-month follow-up.
Based on emerging patterns from the ACP documentation analysis and our observations that diverse patients seemed to be participating, we used applied qualitative content analysis to identify unique categories for participants' reasons for participating. 38 All group visit sessions were audiorecorded and transcribed. Patient identifiers were redacted from transcripts. Discrete data were extracted from each group session at the level of the individual. Specifically, we identified participants' statements at the beginning of the first group session, when each person introduced themselves to the group and answered the question, "Why did you think coming to this group was a good use of your time today?" The descriptive analysis involved systematic organization of the data, open coding of reasons for participating, and repeated, constant comparison across coded data to identify consistent themes. 39 More than 1 code could be assigned to each participant's statement. We used a team approach to this inductive analysis, including meetings to discuss coded data and reach consensus on identified themes and their meanings. We iteratively discussed categories for reasons for participating and the interpretation and potential implications of our findings. Ten unique categories were identified; the frequency of each category is presented, along with exemplar participant quotes that are particularly representative.
Results
Of 503 patients referred, 118 patients (23%) participated in at least 1 session of the ACP group visit intervention and 385 (76%) did not participate, as shown in Figure 1 . Sixteen cohorts participated; group sizes ranged from 4 to 11 patients. Of 118 patients, 97 patients participated in both sessions (82% retention rate). One patient missed the first session but participated in the second session. Of 385 who did not participate based on the initial referral and telephone outreach call, the majority declined to be scheduled (n ϭ 293; 76%) and fewer patients were scheduled but canceled or did not show (6.5%), were interested in a future date (3.6%), or were unable to be reached (3.6%). Nonparticipants were younger and less likely to have Medicare or TRICARE insurance as their primary insurance coverage. Among nonparticipants, 44% did not give a reason, 19% had already completed an advance directive, 16% were not interested, and 17% had other reasons for not participating. Illness, moving, transportation issues, and already having had a conversation were uncommon reasons for declining to participate. Table 1 shows the characteristics of the 118 patients who participated in the intervention. Patients had a mean age of 76 years; 62% were women, and 82% were white. Over one-fifth (22%) reported being a caregiver in the past 12 months, and 7.6% described their overall health as fair or poor. A total of 73 participants were married (62% of total), and 56 of these (47% of the total) attended the ACP group visit intervention with their spouse. Table 1 shows the referral source for participants. The majority (79%) were referred by primary care providers, which included an in-person or letterbased recommendation to participate. Fourteen individuals (12%) were self-referred through clinicbased flyers and contacted the program coordinator to be scheduled. Figure 2 shows ACP documentation at baseline and after the ACP group visit intervention. From baseline to the 3-month follow-up, EMR documentation of a surrogate decision maker increased from 39% to 81% (P Ͻ .001). At the 12-month followup, the percentage increased to 89% (P Ͻ .001). The proportion of patients with at least 1 ACP document in the EMR increased from 20% at baseline to 57% at 3 months (P Ͻ .001) and to 67% at 12 months (P Ͻ .001). Among patients who had at least 1 ACP document in the EMR, MDPOA forms and living wills were the most common forms on file at each time point (Figure 3) .
ACP Documentation
Reasons for Participating
A total of 115 patient statements were grouped into 10 categories of reasons for participating in the ACP group visit intervention. Table 2 highlights exemplar quotes for each category. The most frequent reasons for participating were recognizing the need for ACP (30%), recommendation by primary care providers (24%), and curiosity and wanting to know more about the topic (20%). Several patients described a desire to revisit existing advance directives or preferences (17%), including because of relocating from a different geographic location (2.6%). Others participated based on personal experiences with loved ones facing serious illnesses (15%), a desire to talk with family (11%), age as a motivating factor (9.6%), or interest in completing an advance directive (7.0%). Some learned about the intervention directly from program outreach such as clinic-based flyers (12%), or through a suggestion from a spouse, family member, or friend (8.7%). Four individuals did not provide a reason for participating.
Many patients described multiple factors that motivated their participation. For instance, 1 woman described recognizing the need for ACP, past personal experiences, and a desire to revisit existing advance directives, stating, "I am here to learn what I can. My husband passed away at the age of 67 back in 1995 and we had it set up[;] before that I wanted to be cremated. I am not on the verge of passing away, but I've been thinking about it, and I told my kids if I have to go to a nursing home, I will probably take cruises instead. So, that is my planning."
Discussion
An innovative 2-session ACP group visit intervention in 3 primary care clinics significantly increased Figure 1 . Design for the advance care planning group visit intervention. This flowchart provides an overview of patients (n ‫؍‬ 118) and nonparticipants (n ‫؍‬ 385) who were referred for the intervention. At baseline, participants were scheduled for two 2-hour group visits, 1 month apart, with follow-up at 3 and 12 months. *One patient missed the first session but desired to participate in the second session. EMR, electronic medical record. ACP documentation of surrogate decision makers and ACP documents in the medical record at both 3 and 12 months following the intervention. One year after participating, 89% of patients had chosen a surrogate decision maker and 67% had an ACP document on file with the health care system. These results suggest that an ACP group visit intervention could assist the 73% of adults aged Ն65 years who have not discussed end-of-life care with a physician (2015 survey) and the 40% who have not documented end-of-life care wishes (2013 survey). 3 This report extends prior work demonstrating that older adults are willing to engage in ACP conversations during group medical visits. 31 These ACP discussions via group visits can be implemented at the practice level and billed for using the Medicare Current Procedural Terminology codes to reimburse clinicians for ACP counseling. While most of the participants reported at least "good" health status, a few individuals declined based on illness. This intervention warrants specific adaptation and testing for specialty populations who have chronic or potentially limiting conditions, such as a cancer or cognitive impairment. Such interventions can be adapted based on input from patients, families, and health care providers. In terms of feasibility and potential future implementation, participants' reasons for participating were substantially diverse; they included recognizing the need for ACP, encouragement from primary care providers, and curiosity and desire to learn. Others were motivated by wanting to complete specific actions such as talking about ACP with family or friends, or completing new or revising existing advance directives. Understanding what motivates patients to participate is important for designing program outreach strategies to better reach patients who may be ready to discuss ACP in the group visit setting. Specifically, recommendation by or referral from primary care providers may be a key implementation strategy. 12 We used multiple recruitment methods to invite patients to participate. In an exploratory analysis, we noticed insurance type varied for participants compared with nonparticipants. The reason for this is unclear, and we do not have enough information about nonparticipants to elucidate potential reasons for not participating. Additional work is needed to understand whether recruitment or counseling strategies are available to help people consider participating in an ACP group visit even if they are not initially interested. Broadly, future study is needed to determine how to best identify patients who are ready to engage in ACP and what methods of ACP intervention (ie, 1-on-1, group visits, websites, videos) best meet individuals' needs.
The ACP group visit intervention is a teambased model that is designed, but not limited to, medical care home models. Systematic and narrative reviews of ACP interventions in primary care settings emphasize the need for sustainable interventions. 41 Simultaneously, there is an increased focus on ACP as a measure of patient-directed, high-quality health care. The National Committee for Quality Assurance's 2014 patient-centered medical home standards include a quality metric related to advance directive documentation.
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This study has particular implications for systems-based approaches to patient recruitment for ACP group visits. For example, primary care provider-based outreach and clinician referral in a small geriatrics clinic showed recruitment rates of 40% to the ACP group visit. 31 For this 2-year project involving implementation in 3 primary care clinics, the overall recruitment rate was 23%, which is typical of group visit studies involving older adults and other medical topics. 23, 43, 44 We used multiple recruitment techniques, including reaching out to primary care providers in each clinic, sending invitation letters to patients with the permission of the patient's primary care provider, and using clinic-based flyers. While letters are more easily operationalized and scalable than relying on individual recommendation from the primary care provider to the patient, comparison of effective and Personal experiences 17 (15%) "I was ͓my husband's͔ caretaker this past year and he passed away less than a year ago. What brings me here is the fact that he was in really good health. He was a skier at 76 and it was cancer and the surgery did not go well and he was in ICU for 45 days and never came home. He did leave medical directives but it turned out not to be as comprehensive as I think I would like mine to be."
Outreach by letter, call, flyer 14 (12%) "I saw your poster. And I was having an appointment with ͓Dr. M.͔, who is my primary care ͓provider͔ and she asked me if I would be interested and I said yes."
Desire to talk with family 13 (11%) "I have three sons and they don't want to hear anything about it . . . wish I had a daughter. I'll have to impress upon them what I want." Age 11 (9.6%) "I'm not a spring chicken any more, better start thinking about putting things in order. We talked about the attorney or the medical living will and so on. It's always good to get all those things in order."
"Why I am here? Because I'm old ͓laughing͔ like all of us here and of the decision that we either avoid making or it's never the right time and that may be something that, you know, I'll find out a little bit more what is the right direction, what do I envision for myself."
Suggested by loved ones 10 (8.7%) "I just came because my children thought maybe I should get some help!" "I hadn't begun to think of any of these questions in my own mind, but we received a form letter of inquiry about the group session and through the diligence and organization of my wife, we're here and hope to gain a lot."
Complete advance directive forms 8 (7.0%) "I just wanted to make sure that the formal forms or whatever are available to medical personnel so that my wishes, as far as end-of-life issues are followed-what I want done, or not done." "I'm here really to figure out what forms do I file where and so forth. It's sort of confusing to me."
We identified 115 statements from intervention participants and analyzed their stated reasons for attending the advance care planning group visit. Percentages are Ͼ100% because Ͼ1 reason could be coded per participant statement. Four participant statements (3.5%) did not have an identifiable reason (eg, "I'm just here").
sustainable recruitment strategies is needed. Future studies should develop and test sustainable recruitment strategies that augment health care provider referrals and are integrated into existing teambased workflows, leverage clinic population-based registries, and use EMR and patient messaging outreach tools. 45, 46 Next steps in refining the intervention include determining how primary care providers want this model of care to be integrated into their practice, including best recruiting practices, communication from group visit facilitators to primary care providers, and arranging appropriate follow-up.
This study has several limitations to generalizability. Patients reflect the academic medical center primary care population aged Ͼ65 years and were mostly women, white, and educated. In the future, an ACP group visit could be adapted to meet the needs of particular populations, such as integrating into existing group visits for specific populations (ie, diabetes or mental health). By design, this is a clinical demonstration project that was integrated into 3 clinics, all of which have previous experience with group visits. This eased some of the requirements in developing workflows and clinical leadership support for implementing a novel group visit related to ACP. For the focused analysis of participant's reasons for participating, we did not perform latent content analysis, which would deepen our understanding of the participant's contextual meaning around participation. In addition, we could not explore potential relationships based on sociodemographic characteristics.
Conclusions
The ACP group visit intervention significantly increased ACP documentation of surrogate decision makers and goals for future medical care among older adults in primary care clinics. Patients had a wide range of motivating factors that led them to participate in the initiative. The intervention warrants effectiveness testing in a randomized controlled trial to determine whether the model improves patient-centered ACP outcomes (ie, discussions, self-efficacy, and ACP documentation) compared with a control arm. Concurrently, given the need for sustainable ACP interventions in realworld settings, implementation research related to implementation strategies that maximize fidelity while allowing for flexible adaptation to clinical settings is also critical. This intervention may be well suited for health care systems that are increasingly using group visits to provide efficient care that is person-centered and associated with high levels of patient satisfaction.
